EARLY last year two papers appeared which, taken together, suggested to me that it might be possible to improve the treatment of carcinoma of the cesophagus.
1928) revealed a growth 91 in. from the incisor teeth, i.e., the level of the aortie arch. Section showed actively growing carcinoma.
Thoracotomy was performed (June 28, 1928), Dr. Joules having produced collapse of the left lung during the previous week. Eighth rib removed on left side. Good view of mediastinum. Growth could not be located by palpation. Twenty unscreened radon seeds (1 2 mc. each) implanted by curved trocar on three sides of the inferred position of the growth. Pleural cavity mopped out with flavine and wound sutured without drainage.
Swallowing improved during next week, but effusion gave some trouble, probably due to irritation from alpha and beta rays, seeds being unscreened.
August 21, 1928: 50 mc. of radon (platinum screened) passed into the lumen of the growth by cesophagoscope. Removed after twenty-four hours. Effective length of tube was 2 in.
Patient returned home much better, but later lost ground and died on November 8, eighteen weeks after thoracotomy, with symptoms of tracheo-cesophageal fistula.
Post-mortem examination could not be obtained. Case Specimen removed was too small and only showed inflammation. Clinically, the growth was certainly malignant.
August 15 to 20: Artificial pneumothorax induced by Dr. Joules. August 22: Thoracotomy (right side). Good view of mediastinum. Growth could not be felt. Twenty platinum screened seeds, each containing 2-3 mc. of radon, inserted 8o as to invest three sides of the growth and overlap it above and below.
Moderate pleural effusion with rise of temperature to 1010 F. on the fifth day.
Effusion cleared and temperature was normal on twelfth day. Lung shown by radiograms to be completely expanded four weeks after operation. November 9: Recurrence of difficulty in swallowing. (Esophagoscopy: Upper edge of growth seen in old position (section showed squamous carcinoma). Platinum tube inserted, 2i in. in effective length, containing 38* 8 mc. Removed after four days.
Patient seemed so well that left thoracotomy was projected and the collapsing of the left lung was begun, but on November 28 the temperature began to rise and the patient died on December 7, four months after thoracotomy.
Post-mortem Report: "Upper edge of growth seen on left side of cesophagus tapering downwards for about 11 in. Below this, for an inch, the whole wall is smooth, and, to the naked eye, free from growth. An inch below this is seen the opening into a small pericesophageal abscess cavity."
Radiograms of the chest after operation showed an irregular disposition of the seeds, with some crowding at one point, and the number seen in the plate is four or five less than the number (twenty) inserted at tho operation. This could only be explained by the escape into the gullet, and so into the intestine, of a group of seeds, through the peri-cesophageal abscess opening. In fact, one radiogram actually revealed a seed in the abdomen. They may have been too closely set and so formed a necrotic area which was the starting point of the abscess (or the abscess mav have originated by an accidental perforation of the cesophageal wall by the point of the trocar at operation). It was felt, therefore, that in the next case fewer seeds should be used, so that they could be more widely spaced.
Case III.-A man, aged 61. First seen, February 1, 1929, at Middlesex Hospital. Dysphagia five months. Paralysis of left vocal cord. X-ray showed stricture at level of fourth dorsal vertebra and extending downwards for about 4 in. Taken in Trendelenburg position so as to define accurately the lower end of the stricture.
February 23.-(Fsophagoscopy revealed a growth 10 in. from the incisor teeth, mainly on the anterior wall apparently, but spreading upwards on the right. Piece removed for section proved growth to be a squamous-celled carcinoma. Small Souttar's tube inserted.' February 28.-C(Esophagoscopy: Small Souttar's tube removed and a larger one inserted. Production of artificial pneumothorax was begun on March 16 and ,continued till March 21.
March 22.-Thoracotomy from the right side. The seventh rib was removed from the costo-chondral junction backwards to the angle. One pleural adhesion was divided, but the main mass of the lung was well collapsed upwards. A bougie was passed from the mouth into the gullet which could then be easily identified and, with it, the precise position of the growth, made more obvious still by the Souttar's tube lying in the stricture where it had been placed a fortnight earlier. Twelve radon see(ds were inserted, platinum screened, each of which contained 1-2 mc., making a total dose of 14-4 me. These were placed in the peri-cesophageal tissues beneath the pleura in front of, behind, and to the right of the growth. This left the remaining or distal side of the growth still to be dealt with, so the Souttar's tube was removed and in its place a fresh one was inserted, to the left side of which was strapped a line of four radon seeds, increasing the dose to 19 8 mc. (including the 14 4 already mentioned). The pleural cavity was mopped out with 1/1000 flavine, and the wound sutured without drainage.
During the following month the patient ran a hectic temperature and eventually died (April 24, 1929) , nearly five weeks after the t.horax was opened.
Post-mortem report: The upper edge of the growth is still distinguishable but merges lower down into a smooth area about 4 in. in length involving the whole circumference of the gullet. Microscopic sections taken from the upper and lower edge of this region show a gradation from normal epithelium to a thinner and apparently new epithelium. A section through the wall about an inch below the upper edge has no epithelium on it, so that apparently a process of epithelialization was beginning above and below which if the patient. had lived would eventually have covered in the whole of the area formerly occupied by the growth.
Columns of cancer cells can still be seen, however, between the muscle bundles in the wall of the gullet, which, my colleague (Dr. S. L. Baker) reports, show no sign of degeneration.
About an inch below the upper edge, and rather to the right side of the wall, is a small opening which leads into an abscess cavity, as in Case II,-but at this level the trachea shows. growth ulcerating into it, so that the perforation had taken place at the level of the isthmus of carcinomatous tissue connecting this tracheal offshoot with the parent growth in the cesophagus. There was no glandular involvement. The lungs show extensive bronchitis.
Clearly, this case was too far advanced for successful treatment by any procedure. It is much too early to determine whether the method described is likely to produce a cure. The technique is in its earliest stage and must go through many further stages before it approximates to finality. The right cases are not easy to get, and cesophageal growths are notoriously refractory to radiation. But the purpose of this paper is to call the attention of other workers in the field to the possibilities of the method, in the hope that they will be interested enough to try it, and so bringus more rapidly to the time when a decision as to its value can be based on sufficient evidence.
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[1] BIRKETT, G. E., Lancet, 1928 (i) I think, for two reasons. First, because a medial dose is in contact with the most central mass of necrotic tissue-the most septic portion of the growth-and is. furthest away from the growing edge. Secondly, the presence of a mechanical appliance, or of a large tube, such as a silver tube, with wire attached in the centre of the growth, for any length of time, causes definite necrosis in the lumien, and is followed by a fibrous stricture, which, as in one of my cases, may be complete. The same criticism applies to the ingenious method which Mr. A. J. Wright, suggested, of leaving in a Souttar's tube, with radium attached, for a week. A stricture develops afterwards, which has to be treated by a bougie, and probably by diathermy. In one of my cases the patient could not swallow even his own saliva-
